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To the Editor: Rosansky et al.1 provide an illuminating
discussion of the ‘rising tide’ of earlier initiation of dialysis.
The placement of percutaneous catheters to initiate hemo-
dialysis may constitute another ‘rising tide’: the 2008 USRDS
Atlas reports that 82% of patients who initiated dialysis in
2006 did so via a percutaneous catheter.2 Even B75% of
patients who had been followed by nephrologists (for up to
1 year) began dialysis via a percutaneous catheter.2
The two tides seem of a piece. Nephrologists appear to
be placing percutaneous catheters to initiate dialysis based,
in many cases, on the glomerular filtration rate metric and
the unproven concept that earlier initiation is beneficial.
However, Rosansky et al. found that the available data
‘indicate that mortality while on dialysis therapy may be
higher in those subjects with early starts’.1 How much do
these unfavorable data reflect the mortality associated with
percutaneous catheters? The concerns that Rosansky et al.
express regarding earlier initiation should receive even more
emphasis when initiation requires placement of a catheter.
In lieu of hemodialysis catheter placement and immediate
dialysis, every consideration should be given to placing a
fistula, graft, or peritoneal dialysis catheter, and deferring
initiation at least until the access is useable.
Our community struggles with the continued high
prevalence of hemodialysis catheters. Certainly, this is a
multi-faceted problem. Part of the solution may be found by
looking in the mirror. We are the ones who are ordering the
catheters to be placed.
1. Rosansky S, Clark W, Eggers P et al. Initiation of dialysis at higher GFRs:
is the apparent rising tide of early dialysis harmful or helpful? Kidney Int
2009; 76: 257–261.
2. USRDS 2008 Atlas. Accessed at http://www.usrds.org/2008/view/esrd_03.asp.
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In this issue of Kidney International, Hirsch1 has quite
rightly drawn attention to the adverse consequences of
excess percutaneous catheter use as the initial method of
vascular access in patients who are newly started on
hemodialysis. He also adds such catheter use to the list of
‘rising tides’ in dialysis therapy, as a supplement to our
mini-review regarding the increasing frequency of ‘early
start’ of dialysis.2
Precisely how the secular trends of ‘early start’ and
‘catheter first’ interact is not clear. The issue of catheter use
in ‘early’ and ‘late’ start of hemodialysis is currently under
study. Preliminary data from Canada indicate that the
prevalence of catheter use is not different between those
starting dialysis at high levels of estimated glomerular
filtration rate (eGFR), 410 ml/min per 1.73 m2, and those
starting dialysis at lower levels of eGFR, o10 ml/min per
1.73 m2 (WF Clark, personal communication). It is very likely
that catheter use contributes to the mortality and morbidity
of patients treated with hemodialysis, via the adverse con-
sequences of infection and inflammation. At present, we have
no clear indication that ‘early start’ of hemodialysis is uni-
quely associated with an excess of catheter usage, nor can we
be certain that the excess mortality associated with ‘early start’
is directly the consequence of the ‘early start’ itself or is
explained by concomitant demographic or co-morbidity
factors. What is certain is that there is a ‘rising tide’ of both
‘early start’ and ‘catheter first’ strategies selected by treating
physicians and their patients. We need to better understand
the magnitude and nature of the adverse consequences of
these choices. We continue to believe that the ‘early start’ of
dialysis (at eGFR 410 ml/min per 1.73m2), regardless of the
access method chosen, is not justified, except when compelling
evidence of the need for dialysis therapy in Stage 5 chronic
kidney disease is present (for example, volume overload or
congestive heart failure refractory to diuretic therapy, peri-
carditis, severe acidosis, and unmanageable hyperkalemia).
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